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ALGORITHM: Pre-Diabetes Identification and Intervention

G/II* > 25 kg/m? Plus any of the following: \

e Family history of diabetes in 1°*' degree relative
Latino, African American, Native American, Asian, Pacific Islander
Hypertension (140/90 mmHg or on therapy for hypertension)
HDL <35 mg/dL
Triglyceride >250 mg/dL
GDM or history of baby > 9lbs
e CVD
YES e Acanthosis Nigricans
e  Polycystic ovary syndrome
e |GT or IFG on previous testing

K Medications that predispose to diabetes /

Age 245 OR >

v ‘ YES
4 /
Perform Fasting Plasma Glucose (FPG) or Patient has Diabetes
75 gm 2-h Oral Glucose Tolerance Test (OGTT)
Lo HbAlc e 2" confirmatory test for FPG is
‘ recommended to confirm diagnosis
r YES R ;
FPG > 126 or OGTT > 200 » o If 2" test positive initiate therapy
or HbAlc >6.4% \_

NO ﬁatient has Pre-Diabetes \

{ Provide counseling about diabetes prevention using
therapeutic lifestyle changes:
FPG = 100-125 (IFG) e 5-7% weight loss
of YES e Maintain physical activity: 30 minutes, 5x /week (ie: brisk
OGTT = 140-199 (IGT) — walking)
HbAL %7 6.4.% e Actively refer to structured weight control program (i.e.,
€>./-0.5.% DPP Lifestyle Balance?), registered dietitian or diabetes

k educator J
[ Patient achieving lifestyle goals? ]
|
} - |

- ¥ YES
Test again in 3 years or ‘
annually if patient has Give positive feedback and assist with self- ' —
multiple risk factors. management goal setting around * Give positive feedback

e Re-test annually

therapeutic lifestyle changes.

v

Consider starting metformin

(see recommendations that follow)
v v

Reevaluate for progression to diabetes every year




Common ICD-9 Codes for Diabetes Screening

V77.1 Diabetes Screening

790.21 Impaired Fasting Glucose
790.22 Impaired Glucose Tolerance
278.00 Obesity

278.02 Overweight

CPT Codes for Diabetes Screening

CPT 82947 Fasting Plasma Glucose Test
CPT 82950 Post-meal Glucose
CPT 82951 Oral Glucose Tolerance Test

Medicare covers one glucose test/year if never previously tested, one test/year if previously tested and not diagnosed
with pre-diabetes and two tests/year for individuals with pre-diabetes.

Screening:

e Testing to detect pre-diabetes and type 2 diabetes in asymptomatic people should be considered in adults who
are overweight or obese (BMI =25 kg/m?) and who have one or more additional risk factors for diabetes. In those
without these risk factors, testing should begin at age 45. (B)

e To test for pre-diabetes or diabetes, either an FPG test ora 2-h OGTT (75-g glucose load) or HbAlc or all are
appropriate. (B)

e An OGTT may be considered in patients with Impaired Fasting Glucose (IFG) to better define the risk of diabetes.
(E)

Prediabetes Treatment:

The Diabetes Prevention Program (DPP) lifestyle intervention was significantly more effective in reducing the incidence
of diabetes (58% lifestyle vs 31% metformin) as compared with placebo.

e Patients with Impaired Glucose Tolerance (IGT) (A) or IFG (E) should be given counseling on weight loss of 5-7%
of body weight, as well as onincreasing physical activity to at least 150 min/week of moderate activity such as
walking.

e Although the effectiveness of metformin was about half that achieved with lifestyle modification, substantially
greater benefit was seen in a subset of younger and obese individuals. In addition to lifestyle counseling,
metformin may be consideredin those who are at very high risk (combined IFG and IGT plus other risk factors)
and who are obese and under 60 years of age. (E)

e Monitoring for the development of diabetes in those with pre-diabetes should be performed every year. (E)

Off-label use of metformin, based on the Diabetes Prevention Program: starting dosage 500 mg a day with food,
increase dose every 1-2 weeks, to achieve clinically effective dose of 1500-2000 mg/day, based on tolerability.

ADA evidence-grading system for clinical practice recommendations:

(A): Clear evidence from well-conducted, generalizable, randomized controlled trials. (B): Supportive evidence from well-
conducted cohort studies. (C): Supportive evidence from poorly controlled or uncontrolled studies. (E): Expert consensus
or clinical experience.

Originally prepared by the Diabetes Primary Prevention Initiative based on American Diabetes Association (2008) Clinical Practice Recommendations. Revised by
Washington State Department of Health Diabetes Prevention and Control Program based on ADA 2010 Clinical Practice Recommendations.



